The patients are traditionally placed in the head-down tilt positions to improve safety during internal jugular vein (IJV) cannulation (1). It is known that head-down tilt positions may have the following harmful effects in patients: increased intracranial, intraocular and intraabdominal pressure and cerebral edema (2). At the same time, there are known research results showing successful ultrasound-guided IJV cannulation without placing a patient in head-down tilt positions (3). The aim of the study was to define the criteria for performing safe IJV catheterization without placing a patient in head-down tilt positions.
Dear Editor,
The patients are traditionally placed in the head-down tilt positions to improve safety during internal jugular vein (IJV) cannulation (1) . It is known that head-down tilt positions may have the following harmful effects in patients: increased intracranial, intraocular and intraabdominal pressure and cerebral edema (2) . At the same time, there are known research results showing successful ultrasound-guided IJV cannulation without placing a patient in head-down tilt positions (3) . The aim of the study was to define the criteria for performing safe IJV catheterization without placing a patient in head-down tilt positions.
Our prospective study included 55 adult patients: 34 (61.8%) men and 21 (38.2%) women, average age was 47.6 ± 7.5. IJV cannulation using ultrasound in group 1 (minimum IJV diameter less than 7 mm, n = 33) was performed in 15° head-down tilt positions, in group 2 (minimum IJV diameter 7 mm and more, n = 22) in a horizontal position. The results of the ultrasound investigation of the IJV in 55 patients are presented in Table I . Successful IJV cannulation was performed in all the patients (n = 55), success rates at the first attempt -29 (88%) in group 1 and 19 (86%) in group 2. Complication rate: 0% -arterial fail puncture in all patients, 6.1% and 2.2% -local hematoma in group 1 and group 2, respectively.
Placing a patient in the head-down tilt position improves safety during IJV catheterization by means of a diameter increase. Performing this technique is important when a maximum diameter of a vein is less than 7 mm (4). The fact is that complication rate is higher during cannulation of veins with a small diameter (<7 mm) than during cannulation of veins with a diameter >7 mm. There are known study outcomes showing successful IJV cannulation with a small diameter (3). However, in order to prove and extend the study findings, more research is needed. In this regard, the vein diameter index was a guide for dividing patients into the groups in our study. For this purpose, we used the index of a minimum vein diameter as a guide. The case is that a vein diameter changes during spontaneous breathing: it increases while exhaling and decreases while inhaling (5). Thus, we excluded decrease of a vein diameter <7 mm in patients in group 2 and improved safety during the venipuncture. Results of our studies showed that IJV respiratory excursion had been established in 62% patients in group 2. Hence, in group 2 we additionally applied the technique improving safety during vein cannulation. Venipuncture and passage of the J-guide were being performed only at the moment of patient's exhalation. Analysis of the results obtained showed that complication rates in both groups were not considerably different. Successful IJV catheterization was performed in all patients. At this rate, the minimum diameter of a vein ≥7 mm may be used as a guide for performing harmless IJV catheterization using ultrasound without the head-down tilt positions. Whereby, the puncture of a vein is recommended to be performed at the moment of patient's exhalation. For improving accuracy of the results obtained additional extension studies are required. 
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